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Although Gujarat ranks high on economic development, its health indicators are lower than other states that 
are less economically endowed. Significant gaps in receipt and quality of maternal health care services exist. 
In 2007-2008, while 71.5% of pregnant women had any antenatal check-up, 54.8% attended three or more 
antenatal care visits and only 19.9% received full antenatal care. For delivery care, while 56.4% of women in 
Gujarat had institutional deliveries, only 48.1% of rural women had institutional deliveries compared to 
83.7% of urban women (IIPS 2010). To address such gaps, community action is one essential element of 
efforts that improve awareness, access, accountability and acknowledgment in health systems, without 
which better governance of health care services and better health outcomes cannot be achieved. 


From 2012-2015, the 'Community Action for Maternal Health Project' was implemented by non- 
governmental organizations (NGOs) working with communities in 45 villages in Anand, Dahod and 
Panchmahal districts, in Gujarat state, India. The project area covered approximately 108,000 people, 
accessing services from six primary health centers and 25 sub-centers (Annexure 1). Dahod and Panchmahal 
are particularly marginalized in terms of remoteness, low literacy and high proportions of tribal populations. 
Most notably, hardly any sub-centres in Dahod and Panchmahal have labour rooms in use (13.6%, 9%), no 
ANM resides in sub-centres in Panchmahal district and only 16.7% of PHCs in Dahod district are functioning 
ona 24 hour basis (IIPS, 2010). 


Through this project, these NGOs sought to raise community awareness through educational materials and 
community meetings; build community capacity to prospectively track pregnant and postpartum women's 
entitlements to maternal health care with a pictorial tool and monitor outreach health services (Annexure 
2); and support community participation in maternal death reporting and reviews. The information 
garnered through these various interactions was used to develop report cards (Annexure 3) and facilitate 
community and facility level dialogues toimprove health system responsiveness. 


The NGOs included SAHAJ, which initially supported ANANDI and Tribhuvan Das Foundation (TF). ANANDI 
had extensive experience working on accountability and rights with tribal women on a range of 
developmentissues, including food security and nutrition. TEhada long history of community based health 
service delivery through dairy cooperatives and collaboration with the government. In December 2013 after 
around 18 months, TF opted out of the project. SAHAJ then worked with Kaira Social Services Society (KSSS), 
the social wing of Diocese of Ahmedabad. KSSS had also worked on education and on accountability related 


tonutritionandaccessto food. 
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Table 1: 
Project area in 2014 


Sub- Villages/ 
centers Hamlets 


Anand 10/10 | 46,130 / 46,130 
= 10/10 | 25,631 /25,631 


| Dahod DevgarhBaria | Sevaniya 3/5 7/14 10,3747) 2a? 
Panchmahal Goghamba Simaliya 4/4 8/15 7,627 7 132561 
| 4/5 5/10 001 (17,224 


District Block PHCs Population 


Study aim 


Broadly this study seeks to enhance understanding of how community action to improve awareness, access, 
accountability and acknowledgement elements in health systems can support better health governance and 
maternal health. This work will contribute to the knowledge base on what works to improve the 
responsiveness of health systems to communities. 


Research methods 


Data collection during the second half of 2015 focused on the following datasources: 


e Adeskreview of existing project documentation 


e Qualitative interviews with implementing NGOs (n=10), local health authorities (n=8), health 
providers (n=16), and community members (n=22) who have directly been affected by the project. 


e Project monitoring data based onthe prospective pregnant and postpartum monitoring tool (Dahod 
and Panchmahal n=1145, Anand district n=1250) and village health and nutrition day monitoring 
tool (n=88) used bythe NGOs. 


During data collection, qualitative interviewers relied on NGO contacts for village entry and identification of 
respondents, which was essential considering the remote and marginalized nature of the communities in 
the intervention area. For some community respondents, low levels of literacy and unfamiliarity with 
interviewers led to challenges in understanding and responding to questions asked even after interview 
guides were piloted. Interviews with women and frontline health workers at the community level were 
relatively short in duration (15-20 minutes). This may not have been enough to build the level of rapport 
required to facilitate information. Interviews may also not be the best medium to capture such information, 


in contrast to visual participatory research exercises, where the respondent has more control and agency to 
express their views. 


In terms of qualitative thematic analysis, multiple viewpoints were sought out from varied stakeholders at 
different levels of the health system. Triangulation across data sources and peer review debriefing among 
the research team helped improved the quality of data analysis. Research was also planned closely with local 
NGOs to ensure consideration of the local context and accurate interpretation of findings. 


Table 2: 
List of qualitative interviews undertaken in Anand, Dahod and Panchmahal districts, 2015 


Respondent types District State/ 


Anand Panchmahal Dahod National 
Women/ Families es 


CBO volunteers 3 


CBO volunteers FGD 
_ Civil Society 
NGO Leaders aa 
NGO advisory group os” 


__ Health Providers i 


Block Health Officer _ Us 1 
District Health Authorities i ee #&# i <<) 
State Health Authorities 


For the quantitative data, the report primarily focuses on data from Panchmahal and Dahod districts 


because the intervention was implemented in these districts fora longer duration of time and withthe same 
NGO. The data presented is from the prospective pregnant and postpartum monitoring tool (Annexure 2), 
because this had more entries and for a longer duration of time than the village health and nutrition day 
monitoring tool (Annexure 4). 


The data for the districts of Panchmahals and Dahod was initially collected using a longer form and was 
subsequently pared down to shorter version after a mid-term review. Hence there were changes in the 
number and type of data points overtime. We restricted analysis of indicators to those years and variables 
where we could be assured of consistent reporting. 


Frequencies and proportions were used to analyze demographic and socioeconomic characteristics of 
sampled women across years of implementation. Multivariable logistic regression analysis was used to 
address the evaluation question of whether differences in the proportion of respondents differed 
significantly across vulnerable groups (Schedule Caste and Schedule Tribes (SC ST) as the most vulnerable, 
General Caste and Other Backward Castes (GC and OBC) as the least vulnerable) over time for indicators of 
maternal health. To model the prevalence of the various outcome variables and any changes from year 1 to 
year 2 and 3, aninteraction term with time and the variable representing dimension of vulnerability was used. 


Probability of outcome y for subject i in village j (yij) = bO + b1 (Wealth group) + b2 (Time) + 
b3 (Wealth group * time) + bi (other explanatory variables) + uj 


Where uj is the random effects due to the village level clustering. Other explanatory variables include 
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mother's education, occupation, presence of at least one living child and mamta card (MNCH card) and type 


of family. 


Adjusted means for the outcomes for category of the variable of interest holding the other variables in the 
models at their mean values with 95% confidence intervals are presented graphically. 
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Project context 


Field realities 


The project originally aimed to engage government community actors and mechanisms, such as ASHAs 
(government health volunteers) and VHSNCs (Village Health, Sanitation and Nutrition Committees) in 
Supporting community action. However, in all three districts, ASHAs were found to be more aligned with 
government health services, making it difficult for them to be community advocates, and VHSNCs were 
found to be weak and in need of substantial capacity building. The community platforms supported by each 
NGO became the backbone of the project due to their better organization and experience. 


Even with these community level platforms, NGO staff noted that reaching the most marginalized proved to 
be challenging, given the high levels of poverty and seasonal migration in these communities. Women also 
migrated back to their natal families during pregnancy and for delivery out to other districts of Gujarat and 
also to other states. Addressing maternal health and rights in these contexts meant working with 
communities with multiple structural disadvantages, strong gender inequalities, and a mobile population 
that was not easy to monitor or mobilize. 


Notwithstanding these challenges, district level contextual factors also influenced project outcomes. As 
Panchmahal and Dahod districts had a higher proportion of marginalized populations and little access to 
health care other than those provided by the government, improving access and accountability to 
government services was uniformly seen as positive and aligned with long term community development 
work. However, in Anand district, marginalized groups were harder to mobilize due to the higher availability 
and use of private sector services by amore affluent population. 


Organisational profile 


Allthree partners had acommon mandate to focus onthe poor and marginalized. Interviews with NGO staff 
indicated that all three NGOs were motivated to work on the project, because each recognized limits to 
which they had succeeded in addressing the needs of pregnant women, particularly with regards to 
enabling them to claim entitlements. Nonetheless, each field NGO hada differing organizational ethos and 
contrasting perspectives of working with the government, which influenced their interest and ability to 


support project activities. 


SAHAJ, as a community based organization, has a history of being part of several human rights campaigns 
and groups, like the People's Union of Civil Liberties, People's Health Movement, CommonHealth a 
Coalition for Maternal-Neonatal Health and Safe Abortion and thus community empowerment as well as 


rights based work was not new for the team members. 


bas 
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TF sawitself primarily as a service delivery organization. Staff stated that TF was “not rights based, but witha 
duty to serve mothers and children...£had not been in the role of an activist”. Their discomfort with 
accountability interventions that involved confrontation with government health services with, which TF 
hasagood working relationship, was part ofthe reason why they withdrew from the project. 


In contrast, ANANDI's mandate from its inception has been to empower collectives of poor and marginalized 
women and build capacity for rights based approaches. It led the participatory development of various tools 
within the project. Volunteers drawn from ANANDI supported women's collectives, reported more 
confidence and required less capacity building than volunteers from the other NGOs. In addition, while all 
three field NGOs experienced a high turnover in volunteers, project staff from both SAHAJ and ANANDI felt 
thatthe women's collectives provided continuity in project activities inthe villages supported by ANANDI. 


Project activities 


Community meetings 


Each NGO supported a series of community level meetings that included their volunteers, but also engaged 
community members more broadly. These meetings imparted information about entitlements, raising 
awareness about nutrition, antenatal checkups, high risk symptoms, newborn care, immunization, and 
follow up for other health problems such as TB. They also built community ownership around village level 
health issues and support for resolving them locally by choosing responsible members who would follow up 
on them. Besides these community wide meetings, monthly meetings were convened by the volunteers 
from the women's collectives, village development committees and self-help groups. In these meetings 
viable solutions to village level problems related to Public Distribution System, water, anganwadi, BPLcards, 
access to entitlements and findings from the community monitoring efforts, were discussed in detail. 


Educational materials 


Educational materials evolved organically from NGO experiences of working with communities on maternal 
health. ANANDI developed a poster, called a Mahiti Patrika to further support birth preparedness (Annexure 
5). This poster, hung on the house wall of all pregnant women in intervention villages, provided information 
regarding maternal health services and emergency contact numbers of health providers. Volunteers 
reported that they stuck the poster to the wall and explained to the family the information in the poster. They 
also reported that women and families used the Mahiti Patrika to call the numbers listed. NGO project 
documentation notes that in addition to dialing 108 for referral transport, pregnant women and family 
members used the information to follow up on immunization for their child and to solicit help from health 
providers with deliveries, including those that resulted in complications. 


The ANANDI team also developed a banner, Toran, (Annexure 6) to increase awareness among women of the 
services provided through outreach antenatal care services, Village Health and Nutrition Days (VHNDs). 
Project staff noted that while cartoons were initially used, due to low literacy levels, these were not 
understood. Photographs were found to be more effective, particularly those that depicted local womenand 
government health providers. Medical officers found it motivating to be depicted in the Toran and were 
found to be more responsive after receiving such positive publicity. Project documentation also noted that 
political parties also used the Toran in their campaigns. 
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Community monitoring of maternal health 


Warli-Maditooland report cards 


The Warli-Madi (Healthy Mother) tool enables community members to track prospectively pregnant and 
postpartum women's awareness and access to care. Trained volunteers visit households with the pictorial 
tool once during a woman's 8th month of pregnancy and again 10-20 days post-delivery. The tool was 
finalized in early November 2012 after seven months of development and testing, building on women's own 
perspectives of safe delivery and professional standards of quality care (see poster in Annexure 7). Mid-way 
through the project, it was subsequently simplified, based on feedback facilitated through the mid-term 
' review of the project. 


Significant time was Spent training volunteers on howto use the tool with pregnant and postpartum women, 
reviewing the tools and relaying the information to SAHAJ for compilation. Volunteers reported initially 
finding the work challenging due to self-doubt asking “how will | give information, how will fillthe tool?” In 
addition, they had to overcome skepticism about the purpose of the tool and the information they were 
meantto convey, as some families perceived volunteers tobe paid for collecting the information. 


Despite their extensive efforts, NGO staff were cognizant that they were not able to cover all pregnant 
women in their communities for reasons mentioned earlier. Table 2 estimates the extent to which pregnant 
women in the intervention villages were covered by the tracking tool by extrapolating estimate number of 
pregnancies in each village based on the estimated crude birth rate applied to population figures. While on 
average about half of the estimated pregnancies were included in the tracking tool, Table 3 details that in 
Dahod and Panchamahal districts, almost two thirds of these women were from vulnerable groups (SC/ST) 
and/or had noschooling. 


Table 3: 
Estimated coverage of Healthy Mother tracking tool in project villages 


Districts Panchmahal 


See COs cclaaiiaiabO2S 


Le ae 


Estimated crude birth rate oe eer Ae 21 — 


458 SL ene 1507 


Estimated number of pregnancies —|_ ore saint cain tac — 
LS oe eeieleted NGO forms tracking pregnantwomen 
|x [coverage | n | Coverage | n | cover 
| 22 | 46.2% 46.2% 284 | 62.0% | | 747 49.6% | 49.6% 


Project years 


Coverage Coverage 


2014. | 
2015 (only 10 months) 
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Table 4: 
Characteristics of women seeking MNCH services in community monitoring data, Dahod and Panchmahal 


districts, Dec 2012-Oct 2015, N=1145 
Year 1 Year 2 Year 3 


(Dec 12- Dec 13 (Jan 14 - Dec 14) (Jan 15 - Oct 15) 
=379 N=487 N=279 


15-19 years 
20-34 years 
35-49 years 


General 

OBC 

SE 

ST 

No schoolng 

Primary 

Secondary or higher 
Live births | ) 


—e 


An underlying assumption behind developing the tool was that it was more than just a monitoring 
mechanism. The home visits and dialogues facilitated while filling out the tool was meant to raise awareness 
among women and families. In practice, volunteers and project staff were very concerned with the 
completion of the tool and the quality of the data within it. Interviews with pregnant women did not reveal 
familiarity with the monitoring tool and project volunteers mainly reported sending the information to NGO 
staff for processing. Knowledge about the report card and use of data for health system engagement was 
variable among women and project volunteers. However, women, project volunteers and NGO staff all 
concurred that broader awareness of maternal health services and entitlements was raised through this 
process, even if women did not recognize the specifics of the monitoring tool itself and project volunteers 
were notinvolved in compiling or generating the report cards. 


Reflecting on the tool, NGO staff reported that developing the tool in a participatory manner was essential 
for local ownership. Nonetheless, none of the NGO staff had anticipated the extent of time and human 
Beeree capacity building that the tool absorbed. This was another reason why TF withdrew from the 
project. In terms of next steps, ANANDI staff felt that further work was needed for the tool to be owned by 


OBC- Other backward 
ee a Scheduled Castes, ST - Scheduled Tribes. Caste in this report is based on self identification based on the 
of article 341 of the Indian Constitution. General refers to those not partof the other3 groups. 
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women and communities more directly. Currently, NGOs process the information in the too| and lead the 
dialogue with health providers and authorities. A shorter tool that allows women to self-identify what 
services are not being provided with the appropriate contact information to help facilitate change, was 
perceived by NGOstaffto enable further empowerment and local ownership. 


SAHAJ mainly took responsibility for compiling the report cards, investing significant time in checking forms 
and liaising with ANANDI and KSSS about the data. A color coded system was developed to denote whether 
levels of service receipt were poor (red), average (yellow) or good (green). NGO staff noted that over time 
seeing some of the indicators change in color was highly motivating to community members and health 
providers alike. 


In Dahod and Panchmahal districts, ANANDI shared report card results through trainings with volunteers, 
women's collectives meetings and during ward meetings. Project documentation detailed that the first 
report card was shared by SAHAJ and ANANDI with local health authorities ina meeting with the Goghamba 
Taluka (Block) Health Officer and two concerned medical officers on March 8, 2013, as well with the Devgarh 
Baria THO and two concerned medical officers on June 6, 2013. Subsequently the PHC medical officers were 
interested to receive PHC wise report cards. The medical officers from Devgarh Baria followed up in 
reviewing the data more closely, checking with their own staff and then working with ANANDI to start 
outreach ANC clinics onJune 13, 2013 to address the gaps identified. 


In Anand district, KSS started to share report card results with communities in May, 2015. The dialogue with 
community members revealed further challenges with regards to receipt of JSSK*’ entitlements, the 
functioning of the Sarsa CHC, the unavailability of health staff and the behavior of nurses in one particular 
PHC. KSSS also shared the report card findings in meetings with medical officers from Pansora and Rasnol 
PHGs; 


As mentioned earlier, not all volunteers interviewed were familiar with the report card. However, some did 
report seeing it and one volunteer noted that by seeing the report card she learned that there had beensome 
change in the PHCs. While community health providers (ASHAs/AWWs) interviewed by the study did not 
recall the report card, facility based providers did report reviewing it with NGO staff. Medical officers 
reported that they found the information useful. Only one medical officer reported skepticism about the 
data asking, “howdothey do their survey, [there is] no one from oursystem.” (Interview: S49.4.06.07.29). 


The feedback on health care services provided through the monitoring component of the project was seen 
as important by health authorities in some districts. The Chief District Health Officer of Dahod and the THOs 


in Bariaand Goghamba shared this view. 


PMTs o.S ? f ervices to women using public health 
JSSK is the Janani Shishu Suraksha Karyakram of Government of India to provide cashless maternal health services to w jt 


facilities. 
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Table 5: 
Number of Tools and Report Cards 2012-2015 


Number of forms compiled 
by district Total forms 


Field NGO 


180 
297 


122 167 289 


166 


= 
=z 204 121 325 


VHND monitoring 


A monitoring checklist for the Village Health and Nutrition Days (VHND) was developed by SAHAJ and piloted 
in the ANANDI field area in November of 2013. The checklist seeks to assess the availability of inputs for 
quality antenatal care during the VHND, such as weighing and Blood Pressure machine, mamta cards, etc. 
Field teams consisting of volunteers and project staff formally started using the tool in March / April 2014. 
Subsequently, the monitoring tool was further simplified in January 2015 to focus on the essential services 
being delivered and presence of health staff. Project documentation details that this also enabled 
community women with low literacy level to monitor the VHNDs without being dependent on the field staff 
of partner organizations. The VHND pictorial tool was finalized by March 2015 and both NGO areas started 
using it from April 2015 onwards. The Toran described earlier also served asa pictorial tool to help the women 
monitor the services providedinthe VHNDs. 

Table 6: 


Number of VHNDs observed by community members 2014-2015 


Jan. - Mar. Apr. 2014 - Apr. - Sept. 
District/ Block 2014 (Pilot) Mar.2015 2015 (Revised Total 


(First Version) Version) 


Table 7: 
Number of VHND forms completed 2014-2015 


District 


_ As discussed later, monitoring by community members was not welcomed by all health providers. One 
female health worker described, “they sit here and watch our process. They look at our mamta card and fill 
information” (Interview: S32.5.07.07.11). Nonetheless, project documents detail extensive follow up with 
government providers and authorities based on the gaps highlighted by the VHND tool and resulting 
improvements in stock outs and staff attendance and monitoring by the superiors. 


Community participation in maternal death reviews 


The Government of Gujarat initiated verbal autopsies for maternal health audits since 2006, albeit with 
some management challenges (Sridhar et al. 2015). Recognizing the need to further strengthen maternal 
death reviews, civil society organizations in India led by CommonHealth began a process called 'Dead 
Women Talking’ to systematically document maternal deaths. SAHAJ, ANANDI, TF and KSSS supported this 
national process transferring lessons learned about undertaking social autopsies to CommonHealth for the 
‘Dead Women Talking’ initiative. 


All deaths of women in the 15-49 years age group were reported by volunteers and then verified by trained 
NGO staff. If confirmed as a maternal death, multiple stakeholders were interviewed by ateam comprising of 
NGO staffanda women's collective representative to examine the health and social issues involved. ANANDI 
shared the results of each social autopsy report with the women's collectives the details of the death and its 
analysis were discussed and action plans planned where they felt any community action could be done. 
Similarly, each death was also discussed in the Gram Sabha meeting again bringing maternal health as part 
of the agenda of these spaces and fostering community action. 


Initially, once maternal deaths were reported to ANANDI staff by the women's collectives, ANAND! 
immediately reported them to the block health officer. ANANDI subsequently changed its strategy to 
accommodate frontline provider fears of recrimination from within the health department hierarchy, by 
sending the text messages simultaneously to the ASHA, ANM, block and district health officers whenever a 
maternal death was identified, ratherthan to block and district health officers alone. 


Across allareas, Anand district as well as Panchmahals and Dahod Districts - health authorities were able to 
speak more about the maternal death reporting than the community monitoring exercises. While 
government maternal death reporting had improved, some deaths, especially those occurring at home or in 
remote geographical areas tended to get left out. NGO involvement in maternal death reporting seemed to 
be welcomed by block and district level health authorities, partly as it increased pressure on frontline health 


providers to ensure their reporting was more complete. 
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ANANDI facilitated three meetings with government health care services and two public hearings on the 
maternal deaths it was reporting. In addition to sharing at the district level, SAHAJ also supported efforts to 
create a state level maternal death review report that was shared with the state government under the aegis 
of CommonHealth and Jan Swasthya Abhiyan/ People's Health Movement. 


After two years of reporting and constant interaction with local health authorities on maternal health, 
ANANDI and SAHAJ staff were invited to be observers during one official maternal death review committee 
meeting in Panchmahal district. This helped them understand the functioning of the maternal death review 
committee, which was largely centred around bio-medical issues and not the social determinants and health 
systems causes underlying the maternal death. Following the discussions and SAHAJ and ANANDI'sinputsin 
the district level MDR Committee, the District Collector had a workshop with all the Medical Officers in the 
district on maternal deaths, and asked the NGOs to provide inputs. The Collector also directed the MOs to 
ensure improvement inthe quality of ANC providedinthe VHNDs. 


Project outcomes 


Health awareness 


In some cases during the qualitative interviews women were unable to speak about rights or accountability, 
while in other instances women were able to describe that pregnant women should access PHCs, blood, 
entitlements, and good diet, and a safe delivery. Qualitative interviews also found a variation in the ability of 
volunteers to articulate the rights of pregnant women. Several of the interviews only lasted 15-20 minutes 
and this may not have been sufficient to develop the rapport necessary to elicit responses. Nonetheless, 
women, project volunteers, and NGO staff unanimously valued the project for improving awareness of 
maternal health at community level. 


Medical officers also emphasized the role of volunteers in raising community awareness and viewed project 
volunteers as instrumental in providing education and improving demand at immunization camps and 
facility delivery. Similarly, all of the health care authorities saw the project as aiding their efforts to improve 
health care seeking. In Anand, health authorities shared that while in general the coverage of antenatal 
services and institutional delivery in the district was good, the project helped reach the most marginalized 
who got left out, especially those in remote hamlets in the district where peripheral health care providers 
found it difficult to visit. In Dahod and Panchmahals, health authorities noted that the project helped 


increase awareness regarding antenatal care and also helped identify and support care seeking for high risk 
women. 


Bete fromthe NGO pregnancy tracking database corroborate these positive views with consistent increases 
in awareness of entitlements across project areas (Figure 1). 
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Figure 1 


Frequency of receipt of information on benefits in community monitoring data, 
Dahod and Panchmahal districts, Dec 2012-Oct 2015, N=1145 


Percentage of Women Receiving Information onBenefits 


M@Year1 @Year2 @ Year 4 


Janani Suraksha Janani Shishu Chiranjivi Balsakha Kasturba Poshan 
info Suraksha info info info Sahay Yojana info 


Healthaccess 


A key outcome of the dialogues facilitated by NGOs based on community monitoring and mobilization was 
the restarting of services that had been previously suspended. Not only were VHNDs restarted, but weekly 
antenatal clinics at facilities were also reported to become more consistent due to the more regular 
attendance of government providers. The improvements in content of antenatal care is consistently shown 
by the NGO pregnant woman tracking database (Table 8, Figure 2), even if increases in quality of care as 
noted by frequency of certain examinations and tests improved at a lower rate (Table 8). It is easier for 
women to recall whether a test was done at all vs. the exact number of times it was done during her 
pregnancy. After doing an adjusted analysis to control for potential confounders related to the social profile 
of women tracked by the database, no consistent pattern was found in the increase of content of antenatal 


care between least and most vulnerable groups. 
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Table 8: 
Content of antenatal care in community monitoring data, 
Dahod and Panchmahal districts, Dec 2012-Oct 2015, N=1145 


Year 1 Year 2 Year 3 


(Dec 12 - Dec 13) (Jan 14 - Dec 14) (Jan 15 - Oct 15) 


Counseling on danger signs 
Clinicalexams _ 
| Weight check ever 


Weight checked 3> times 
Abdominal check ever 


Abdominal check 3> times 
Blood pressure ever 


Blood pressure 3> times 
Hemoglobin 


Hemoglobin 2> times 
HIV test 
Blood group 


_ Micronutrient supplements ——__ 


Calcium supplements 
lron Folic acid 


immunizations 


Tetanus toxoid 
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With regards to facility deliveries, the proportion of women delivering at facilities was higher overtime (33% 
to 55%) (Table 8) although this increase was not signifcantly different. While the overall increase in faclity 
deliveries did not have equity effects, the change in type of facility did. The proportion of women delivering 
in government vs. private facilities increased for the most vulnerable group but decreased for the least 
vulnerable group. The difference in trends for use of government facilities was significantly different 
between the groups (Figure 3). In Anand district, facility deliveries were already almost universal at the 
beginning of the project. Within a year of the project functioning the location of facility deliveries changed 
dramatically favouring government centres. In addition this change occurred with more effect among 
vulnerable populations (Figure 5/6). 


Table 8: 
Delivery location and Characteristics in community monitoring data, 
Dahod and Panchmahal districts, Dec 2012-Oct 2015, N=1145 


Year 1 Year 2 Year 3 
(Dec 12 - Dec 13) (Jan 14 - Dec 14) (Jan 15 - Oct 15) 
N = 380 N = 488 N = 279 
n % n % n % 
Government ambulance = 
Private (includes autos) 
_ Facility Delivery 
_Type of facility 
Public 
Private 
_Facility delivery care 
Attended by Doctor 
Attended by Nurse 
Attended by Others 
_Home deliveries _ 
Attended by Dai 


Characteristics of Dai deliveries 
Clean place of delivery 5 
Dai washed her hands 

New blade used for cuts 

Sterile thread used 
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Figure 3/4 


Extent and location of facility deliveries for the least vs. most vulnerable (SC/ST) from year 1 to year 3 adjusted 


for socio-demographic variables in community monitoring data, Dahod and Panchmahal districts, Dec 2012- 
Oct 2015, N=1145 


Facility Deliveries Government Facilities for Delivery 


4 


Year 1 Yaar 2 Year 3 


—®— Least vulnerable —®— Most vulnerable 


Year 1 Year 2 Year 3 
—®— Least vulnerable —®— Most vulnerable 


Figure 5/6 


Location of facility deliveries for the least vs. most vulnerable (SC/ST) from year 2 to year 3 in community 
monitoring data, Anand districts, Jan 2014-Oct 2015, N=1250 


Percentage of Private and Public Among Facility 
Deliveries 


ebBR 8 eee aez se & 


@Private M™Public 


Percentage of Public Facility Deliveries 


Least Vulnerable Most Vulnerable 


@Year2 & Year3 


Acknowledgement and accountability 


ANANDI's work was generally well appreciated by health authorities at both district and block level 
(Interview: $50.4.06.07.30) who reported having known ANANDI for along time. It was felt that ANANDI had 
excellent presence within the community, especially among the marginalized groups, and therefore this 
helped the health system also reach these marginalized communities better with their help. It was also 
shared by these health authorities that ANANDI'S staff and volunteers were very dedicated,“our staff get 
paid more, but [ANANDI] is working with full dedication” (Interview: $47.3.04.07.28). 


District and block health authorities also shared examples of how ANANDI had intervened on behalf of 
women to ensure that they got requisite care. Such instances seemed to have built a sense of trust about the 
organization's intentions as being supportive rather than confrontational. Thus, while initially some of 
government staff had had confrontational encounters and relationships with ANANDI's staff, these were 
smoothened out when they realized that ANANDI's work actually helped them realize their objectives of 
better health care forthe community. One FHW noted “you (SAHAJ) pressure ANANDI, ANANDI pressures us 
-twice as much [work] happens.” S01.5.08.07.03 


With KSSS too, health authorities appreciated the NGO for helping them reach health department 
objectives, as KSSS/ SAHAJ is working to “understand what public expectations are and what government 
services are available” (Interview: S45.3.04.07.28). Anand district level authorities mentioned receiving 
periodic sharing of monitoring results from the NGOs and noted that having extra hands to work on the 
ground always helped. 


At the same time, across all three districts health authorities noted the need for further consultation and 
coordination with government services. In particular, notable tension was felt by the research team when 
interviewing frontline government health providers in Anand district. District health authorities suggested 
that there be joint planning sessions prior to project activities to ensure that project goals match with those 
of the government and to facilitate communication and coordination with government personnel, thereby 
reducing tensions. However, NGO staff noted that they had invited district level authorities ona number of 
occasions to share project experiences, to no avail. In the case of ANANDI, certain policy differences such as 


the support of traditional birth attendants vs. government emphasis on institutional deliveries, would not 
be resolved by joint planning. 


One specific area that the interviews focused on with all government authorities was how they saw the 
project in terms of accountability. While district and block health authorities mentioned the VHSNC and 
Rogyi Kalyan Samiti (RKS) as existing spaces for promoting accountability, they did not see the need for 
accountability to communities. Their prime concern was NGO aid and support in improving health 
utilization. When discussing ideas for future course of the project, they only suggested geographic 
expansion and coverage of more marginalized populations. In contrast, state health authorities more 
directly discussed the purpose of the project as being one that promoted community accountability. While 
Gujarat was generally performing well in terms of health, there was scope for improvement especially for 


vblneraa population. Community monitoring experiences from other states were reported to have shown 
aroleinimproving health care services, particularly if led by independent NGOs. 
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Summary of key findings 


SRT eet et verse a a cerca 
ae Beh ae Sa TERE T etiare Rou eye re oh ee 


Key achievements 
General health and governance outcomes 
e Increases in awareness of maternal health entitlements in all districts 
e Increases in utilisation of antenataland delivery carein Dahod and Panchmahal districts 


e In all districts, the location of institutional delivery changed significantly towards government 
services, particularly for vulnerable populations 


e Betterrespect or acknowledgement oftherole played by NGOs working with communities 

e Improved accountability of services, even if tensions with frontline providers remain 
Project mechanisms supporting community action 

e Participatory development of tools to address awareness, quality of care and accountability 

® Community capacity to support monitoring, develop and follow up on localaction plans 


e Reporting of deaths improved by increasing the numbers of people involved at community level and 
within the healthsystem hierarchy -increasing recognition of NGOs inthis area 


e Developing constructive relationships with government health providers and authorities, while still 
monitoring gaps in reaching marginalized populations that need to be addressed 


e Sharing of experiences with national civil society networks, e.g. Dead Women Talking, People's 
Health Movement 


Contextual factors 


¢ Alternative community platforms need to be supported, particularly when existing government 
accountability mechanisms are weak or donot reflect community perspectives 


e Despite being based in communities and with mandates to address the most marginalized, NGOs 
were only able to track a proportion of pregnant and postpartum women in their intervention areas. 
In Dahod and Panchmahal these primarily focused on the most marginalized. 


¢ Giventheremote and high numbers of marginalized populations in Dahod and Panchmahal! districts, 
the increases in utilisation of services is more notable. In Anand district, awealthier and more urban 
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district, service utilisation was already high, but quality of private health care still highly 
problematic. The shift towards government services could itself signal improvements in quality of 


careinthat sector. 


Community level factors 


Further gains may be realized by broadening community engagement in the project. While raising 
awareness broadly at a community level was seen as critical, most project follow up was mainly 
achieved through the women's collectives and other community groups that make up the 
community platform for each NGO. Itis unclear how much more broadly across the community such 
efforts need to be. Does the whole community have to be mobilized for every activity, or canasubset 
throughthe women's collectives and other community groups suffice? 


The capacity building required to support community members monitor individual women and 
outreach health care services was underestimated. While the project invested extensive time in 
participatory processes that developed materials and pilot tested tools, volunteers and NGO staff 
still found the data elements of the project challenging. The viability of Healthy Mother (Warli 
Madi) tracking tool to both raise awareness and track service receipt may have been overly 
optimistic. All monitoring tools needed numerous simplifications to ensure community ownership. 
NGOs played a critical role throughout the process, in developing the tools, but also in supervision 
and analysis of the data. 


NGO factors 


The orientation of NGOs is critical and not all NGOs maybe able to undertake community action and 
accountability type projects, particularly if they are not able to risk being confrontational with 
government services. 


The capacity to support a data intensive project was underestimated. While exemplary efforts were 
made, a stronger monitoring and supervision capacity may have helped strengthen the data 
supervision, quality and analysis of data. Nonetheless, the opportunity to lead in data collection, 
analysis and reporting built community confidence and strengthened their role in initiating and 
maintaining a dialogue about government health services and entitlements. A culture of 
monitoring, feedback and dialogue was enabled through the data. 


The time required for NGO staff to be trained, oriented and develop confidence in their new roles 
was also underestimated. 


Government factors 
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Tensions with frontline government health providers required constant vigilance, negotiation and 
confidence building measures. 


NGOs tend to be acknowledged for their roles in reaching marginalized populations. Only higher 


level health authors viewed NGO's roles in supporting community accountability as strategically 
important. 
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Conclusions and he mmendations 


The project “Community Action for Maternal Health” in select areas of 3 districts of Gujarat involved NGOs 
Supporting community level groups as a basis for community action on maternal health in two different 
contexts: Dahod and Panchmahal district (remote, tribal populations) Anand district (more urban and 
affluent). The strategies used were: 


e build community capacity to prospectively track pregnant and post-partum women's entitlements 
to maternal health care witha pictorial tool, and to monitor outreach health services; and 


¢ supportcommunity participation in maternal death reporting and reviews. 


At the end of three years, this review of the project shows significant gains. The project has resulted in 
increased awareness of maternal health entitlements, increased utilisation of antenatal and delivery care, 
increase in the use of government facilities for institutional deliveries, and improved accountability of 
services. In addition, the project has been able to share its results with broader networks like Jan Swasthya 
Abhiyan, thus laying the foundation for wider reach ofthe Processes and tools used byit. 


Dahod and Panchmahal districts started with lower coverage rates and the project succeeded in improving 
utilization of maternal health services, with an emphasis on government services. In Anand district, 
utilization was already high, but the project succeeded in changing the location of facility deliveries in favour 
of government services. In all districts this increased utilisation was significantly greater among the most 
marginalized. While not all women were monitored by project volunteers and the extent of community 
involvement in the monitoring and dialogue with government providers and authorities was not as broad 
as Originally planned, based on their own database of pregnant women they tracked, the NGO support and 
implementation of the project activities did accomplish important gains in terms of health awareness and 
utilisation of services, particularly forthe most marginalized. 


Project activities focused on antenatal care. Further work needs to be supported to develop community 
activities that address gaps in facility delivery and postnatal care. 


The project also faced significant challenges. The processes required for engaging with the community in 
tracking and monitoring maternal health services were intensive. The skills required to engage with the data 
generated by the monitoring tool needed extensive hand-holding of the community based organizations. 
The duration of the project was relatively short, especially given the efforts invested in Capacity building, 
creative development of materials, piloting of tools, learning about how to monitor pregnant and 
postpartum women’s needs and entitlements. Further sustained implementation with stronger support 
for monitoring is required to be able to more rigorously document impacts. Currently, not all the villages of 
each government health center is covered by the project. Closer alignment with government catchment 
areas may facilitate validation of project activities with government health information systems. More. - 


electronic forms of reporting may also be explored to lesson data entry and analysis constraints. Ls 
© oF | * ae ‘ | 
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Before scaling up the project, further investment is required to further simplify the monitoring tools used, 
strengthen the support systems and capacity building required to ensure that more women in targeted 
communities are reached and that sufficient capacity among community groups and NGO staff exists. 
Alignment with NGOs that have extensive experience in selected communities and that have an 
organizational ethos aligned with community action and accountability initiatives is critical for fostering 
relationships of trust, reach, credibility and constructive dialogue needed for the project. 


What lessons does this project offer for the future in the area of community accountability of health systems 
and for maternal health? Existing government accountability mechanisms are weak and do not reflect 
community perspectives. In sucha scenario, alternative platforms for supporting community engagement 
and promoting accountability such as in this project need to be institutionalized and supported. The 
intensive processes this requires need to be acknowledged and adequate resources need to be allocated 
forthis. 


The project also shows that community-based organizations have animportant role to play locally to prevent 
maternal deaths and promote maternal health. Civil society organizations have a role to facilitate dialogue 
and coordination between community groups and. health system at all levels, as well as to support 
community action for maternal health. The project also demonstrates that capacity can be developed in 
community based collectives like women's groups and community based organizations to monitor health 
services, report and document maternal deaths and engage with front level providers. The processes used 
for this and the challenges faced in this can inform future programmes inthe area. 


Constant dialogue is needed with government providers and authorities. Tensions particularly with 
frontline providers whose performance is being monitored and called into question needto be negotiated so 
that, leaving aside egregious errors, the structural constraints that inhibit service delivery and its quality be 
addressed. Community and NGO initiative in monitoring access to services with the express intent of 
addressing marginalized women's needs and entitlements proved to be an important starting point for 
dialogue with providers on how to improve service delivery. Acknowledgement and cooperation from 
government health providers and authorities is critical for these dialogues to translate into effective 


action. 
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Appendix 1 


Appendix 2: Warli Madi Tool 
HEALTHY MOTHER / WARLI MADI 


INFORMATION FILLED BY: DATE: 
Part 1 


1.1 INFORMATION RELATED TO PREGNANT WOMEN 


1. Name: 
2. Cluster / Village pocket: 


3. Name of the village: 


4. Age during marriage: 
5. Present age: 
6. Caste: 


7. Doyou have a BPL card? Yes / No 


8. Educational qualification: 
9. Type of family: Joint/ Nuclear 
10. Husband's occupation: 
11. Pregnant woman's occupation: 


12. Month of current pregnancy: 


13. The following details about the pregnant women are to be filled in the table below: 


Total number of deliveries 


Still birth Live birth 


Total number of 
miscarriages 


Total number of 
abortions 


Total number of 
pregnancies (excluding 
the current one) 


Total no. of 
live birth 
children 


Do you have Mamta Card? 


Yes / No / others 


i Bie] : 
MITPOY Ft UR are sere Raye 
Ew Qtel Sete 


a talemiieadaioaeiotinnes tome es 
dieieniiiae beaten ee 


During the current pregnancy 
were you present in mamta divas 
(at anganwadi or sub centre)? 


Yes/ no 


Till 8th Month During 9th Month 
; Yes/ owt Ti 
Services Received No How Many Times ow Many Times 


Was the pregnancy registered 
within 3 months? 


BP (Blood Pressure) 


Till 8th Month During 9th Month 
he How Many Times | How Many Times 
fe) 


Blood Group | * 
Hemoglobin @ 
HIV Check-up _ 
TT (Tetanus Toxoid) zg 
lron & Folic Acid Tablets E 


Calcium Tablets 


SE : ; 
Services Received 


For What 


Yes / No 


Headache / © Bleeding D Anaemia (With | E Water breaking 
Poor Vision, During or without without labour 
Vomitting / Pregnancy breath lessness) 

Swelling 


Others 


Do you have any of the above mentioned symptoms? Yes/No 


If yes, give details 


Did you receive care / treatment for high risk symptoms? Yes / No 


If yes, give details 


If not, then why not? Give details 


1.4 INFORMATION SCHEMES 


Kasturba 
Poshan 
Sahay Yojana 


Janani 
Suraksha 


JSSK Chiranjeevi Balsakha 


Have you received 
information related 
to schemes? 


Yes / No Yes / No Yes / No Yes / No Yes / No 


In your current 
pregnancy have you 
received benefit of 
any of the above 
mentioned schemes? 


Yes / No Yes / No Yes / No Yes / No Yes / No 


If yes, write details : Cash / Cheque / Service receiced 


When did you receive the money ?_ — re 


Did you need to spend money in order to receive the cheque ? Yes / No 


If yes, how much money? ___ 
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Part 2 POST NATAL CARE 


1.1 DELIVERY RELATED INFORMATION 


1 PLACE OF DELIVERY 


Athome _,eee@iRERSSSS Foca 2 Others 
FD ' See a aR e (on the road / 
“a 1h : 1 in job) or 108 


lf delivery happened in hospital, write the type of hospital ? Government / Private / Trust / Chiranjeevi 


How much time did the vehicle take to reach home ? 


In reaching from home to hospital how much money was spent? 


After reaching the hospital in how much time did you receive 


care / treatment ? 


Whom was the delivery done by? 


Doctor i VA ~~ Others 


Were stitches taken after normal delivery ? 


Yes / No 


Post delivery when where you discharged from the hospital ? 
a. Within 4 to 6 hours b. Within 10 to 12 hours 


c. after 24 hours d. After 48 hours e. More then 48 hours 


The Enabling Communi 


In order to conduct delivery in hospital, how much money was spent ? 


Write details 


Which vehicle was used to come from hospital to home ? 


Govt 108 — Khilkhilat 


How much money was spent for travelling from Hospital to home ? 


1.2 REFERRAL RELATED INFORMATION 


Where (Govt. / PHC / CHC / 
Private / Chiranjeevi / 
Trust / Hospital) 


Time taken to 
reach hospital 


Service / Care Received) 
Yes / No 


No of Referrals 


3 


1.3 GOOD REFERRAL 


A Where the relatives / family members informed of the 
reason for being referred to another hospital ? 


Yes / No 


Was the vehicle arranged by the hospital ? 


Yes / No 


The hospital ro which patient was referred, 
was that hospital given prior information ? 


Yes / No 
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Were case papers / file given along with referral ? 


Yes / No 


Did any hospital staff accompany to the 
referred hospital ? 


Yes / No 


1.4 HOME DELIVERY 


Was the delivery conducted by a trained dai? 


Yes / No 


Was the place of delivery clean ? 


Yes / No 


Did the dai wash her hands properly 
before conducting the delivery ? 


Yes / No 


Was a new blade used for cutting the cord ? 


Yes / No 


5 Was the thread used for tying the cord sterilized ? 


Yes / No 


1.4.1 What was the total expense for conducting a home delivery ? 
(Including expenses incurred on dai and others) 
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1.5 OUTCOME OF DELIVERY AND NEW BORN CARE 


1 OUTCOME OF DELIVERY 
Healthy baby 


ee. 


Post delivery, was the baby breast fed within an hour ? 


Malnourished baby (or Still baby 
- Y. 


Yes / No 


When was the baby given a bath the first time ? 


es S| | 
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Appendix 3: Report Card 


Report Card 4 
(July 2014- 
Dec. 2014) 


Report Card | Report Card 2| Report Card 


Poor Condition <50 % a 1 (June 2013- 3 
(Dec.2012 - Dec. 2013) (Jan.2014 - 


Average Condition 50— 70 % May 2013) June 2014) 


[| SAMPLE |SAMPLEPHC| SAMPLE | SAMPLEPHC 
Good Condition > 71 % [| HC PHC 


P 
REPORT CARD N=69 N=45 N=54 


A | ANC 
1 


ia Registration (within 3 months) 


2 | Weight (minimum 3 times) 
Blood pressure (minimum 3 times) 


4 | Abdominal checkups (minimum 3 times) 
Hemoglobin (minimum 2 times) 
Tetanus toxid (TT) 
( 2 times in the f' delivery and 1 when 
second delivery within 3 years) 
7 | Iron folic tablets 
(minimum 90 tablets regular) 
Calcium tablets 
(minimum 90 tabletsregular) 


I 
ll 


fe. 
= | 


N=8 (11.6%) | N=17 (37.7%) | N=14 (26 | a 


INSTITUTIONAL (HOSPITAL) 
DELIVERY 


Place of delivery 
Government Hospital 


| 
U 
| 
I 


108 (on the way) 


Private hospital 


2 | Promptness of treatment in the governmen 
hospital (within 30 mins) 
Private hospital(within 30 mins) 

3 | Delivery by whom? (Doctor Nurse) 


4 | Discharge period in government hospital 
(after one day) 


! 


CHET 


[ 
L 
[ 


i 
i 
I 


q 


Private hospital 


5 | Free services of vehicle for coming and_ 
soing home to government hospital (Yes) 

6 | Expense for delivery in the government 
hospital (Yes) 

D | REFERRAL N=0 

Good referral 

Referral with vehicle/case paper/reason 

| | informed to relatives/place (Yes) 


E | HOME DELIVERY 


I 


i 


N=27 (47.3%) 


Trained Dai / clean place/cleamhhands/new 
bled/ sterilized thread (Yes) 


F | PNC N=69 N=45 


| Outcome of pregnancy- Live birth | 
Z First feeding within 1 hour (Yes) rw 3) 
3 First bath of baby (after | day) (Yes) By ee ie — 
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Appendix 4: VHND Checklist (English) 
Checklist for Village Health Nutrition Day 


Name of block: 


————— 
Name of PHC: 
—————— er 
Name of Subcentre: 
——— 


Name of village: 


Parameters Assessment- Remarks 


Yes/No/Partial/NA 
Not Applicable 
tealth Workers During VHND 


ng VH 


women? 


provided? — 

i Tetanus toxoid injections 

ii Blood pressure measurement ————+ 

Jii___|Weighingofpregnantwomen | SSSC~=~‘iSC“‘CONCNNNC’CQ 

2 
Haemoglobinometer 


Examination of abdomen 


swelling in whole body, blurring of vision and 
severe headache or fever with chills etc. 


| Was ANM providing vaccination to children? | 


' 4 Did she also provide medicine or referral in 
| case of any sickness of any child below 2 
years of age ? 
| 1 
a years of age? —- | ) i 
a Was AWW weighing the children correctly? 
3 Did AWW record the weight on the growth 
. monitoring card correctly? 
4 Did AWW give take home rations to children 


6months - 6 years of age? 


5 Did AWW give take home rations to 
adolescent girls? 
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Assessmenf 


Parameters Yes/No/Partial/NA Remarks 
Not Applicable 


Did AWW give take home rations to 
pregnant women? 
‘ Did AWW aive take home rations to | 


lactating mothers? | 
Quality of Services Delivered During VHND 


Weighing machine of ANM was in order | 
2 Weighing machine of AWW was in order 

Thermometer was working accurately =| af 
4 BP apparatus was working accurately [ 

Supplementary food was available | 
6 Quality of supplementary food was good 


Roles Played by ASHA 


1 Did ASHA make a list of potential 
beneficiaries who need either ANM or 
AWW services? L 
2 Was ASHA able to motivate most (>75%) 
of the beneficiaries to attend VHND? | 
3 Did she inform the beneficiaries atleast a 
day before about the date of VHND? 
4 Did she help ANM or AWW in organizing 
the VHND? 
General Questions 
1 What was the venue of the VHND ee 
| Anganwadicentre a 
i Sub centre a. 
i Panchayat hall “ = a 
iv Some other— open venue SS f 
= 
2 Was VHND held on a fixed date every 
month? Be 
34 
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Appendix 5: Image of Mahiti Patrika 


HIMEMS ulss1 


42ec] Ais) Bol GiNSoit VWa42V2i ot a2 a) ssa Wie Sia 
UlYL!, TUIA, AA, AGlad AAIGS, Bal elo Ye) wieIa1 


Ma ied asl, wa géolereil. 

A MIF ViINYEl Hoa, Mandl M2 Git S2A1 LEG MOEN | w1 UGSiall MAMAN, AMIAS Exot Mel rand ouersell zicnoma cai wie nile lel 8. 
02 Gale ae wil 8 SAU Aviat cicsiCis azqizel z1ofl e911 B. acl aa onoadl on 2 uz eel Havel UBC waroiesd B, ofa) ander anfed 
foal Ue) qiel aa Wate a cio USING wel Heats) Cannel secaI2 Aone), 


aroifazen EVRA Wi’ foraafla sdlai : aletetere Se, 

* €2 HGel Hai (E4e Wel Weis Wiz Bee Ue duIe Seiad}, al@® 
* Hail (Eaeiail aencll eisclell ofall wel Uejzell ve Adi, Ces 

© dy aaa wie que O22 Cire Fai Ei, WiseID, Gn Wel eH-€6) 2164 Blu Tsi, nie 


AHH GVA Eaeiiot Mac sins csfei 
* uivi, o1, ova dsiet ale, wie Use), gle Woiail ale, see mid, os 


Mey el Horie ay ear a2 Gedl a, ave raed, wi oui y auuaeda 
wWeilGcroti aetel B. ¥ oiofena cial aid Muasies 8, wWireiaig) uae Uus *HiGI2 
wal eifBcioll aNofled) semua Adi. 

* wraideeial Aél usq, diet (Hu) mad, douer aad Qeail Gwe] Gd), wae Ha We Ulsi 
diz wiell usy cei 48 scisell dy Yae mie Med Ulsi 28 a uN B, aia! Had aicsiIIes 
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About SAHAJ 


SAHAJ - Society for Health Alternatives was founded in 1984, with an idea of providinga 
facilitative atmosphere to persons interested in doing original work in the area of health 
and development. Its founding members, as well current ones, are professionals with 
varying backgrounds with a sustained record of contributing to, and demonstrating, 
alternative approaches inthe area of healthand development. 


The common stand of all work of SAHAJ has been the conscious focus on marginalized 
and deprived communities, with an attempt of making a practical difference in people's 
live s and social processes. Much of it has been health and development related, 
_ breaking new groundin strategies of implementation and service delivery. 


SAHAJ members are part of several networks and Organizations like the Medico Friend 
Circle, Jan Swasthya Abhiyan, and People's Union for Civil Liberties, Coalition for 
Maternal and Neonatal Health and Safe Abortion andsoon. 


Philosophy of SAHAJ 


@ To strive for health of poor communities - health defined in the broad sense to 
encompass the social, spiritual, economicand political. 


® To strive for practical relevance to the poor inall work undertaken. 


8 To be innovative and try and break new ground in work undertaken. 
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